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[DATE] y 

f 

[PAYER NAME] J ' ^ 

[PAYER ADDRESS] ^ / 
[PAYER CITY, STATE, ZWy 

Re: r^lS 
[PATIENT NAME] r ^xo 
[DATE OF BIRTH] V r 
[PATIENT'S SUBSCRIBER NUMBER]^ 
[POLICY ID/GROUP NUMBER] ^^fl4 ^ 3Q 

Greetings: 

In support of reimbursement for GlucophagefgT (metformin hydrochloride tablets) for [PATIENT 
NAME], our clinical examination combined with the patient's history indicate that this patient has 
type 2, (non-insulin dependent) diabetes 

(ICD-9-CM code 250.2), and that our first-line approach to managing this condition with diet and 
exercise is not 

sufficient to control the blood sugar in this patient. 

Our examination and history further indicate that this patient is an ideal candidate for 
Glucophage. 

PICK THE PARAGRAPH FROM THE FOLLOWING THAT APPLIES... 

- The patient's blood sugar levels are not adequately controlled with diet and exercise, and _^ 
requires drug therapy 
as part of their management plan. 

;-The patient is obese and metformin therapy is usually not associated with weight gain. 

It is my clinical judgment that treatment with metformin is indicated for this patient. I further 
believe that a failure 

to reimburse for this drug is to deny this patient access to the standard of care to which he/she is 

contractually entitled 

as a member of your health plan. 

If you require further documentation regarding this matter, please feel free to contact me at my 
office. 

Sincerely, 

[PRESCRIBING PHYSICIAN] y 
[PROVIDER NUMBER] 
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TUFTS H Health Plan Fl< " ^ SecureHuriaxis' 



UNIVERSAL PHARMACY MEDICAL EXCEPTION REQUEST FORM 

^oO This medical exception request form should be used for all drug products which have 

L restrictions, such as drugs in the Pre- Authorization Program, the Dispensing 
Limitations Program, non-covered drugs under the Prescription Alternative Program 
and for New-to-Market drug products for which a coverage determination has yet to 
be made by Tufts Health Plan. 

PLEASE PHOTOCOPY THIS FORM FOR FUTURE REQUESTS 
\\ \ C PLEASE TYPE OR PRINT LEGIBLY 



I. MEMBER INFORMATION: Tufts HP Use Only: Date 

Rec'd 

NAME: 



DOB: Date of Request :_ 

, 2P Tufts Health Plan/Secure Horizons Member ID# 

\ (suffix) 



k II. PRESCRIBER INFORMATION: 
^Prescriber is: [ CjPCP] [DS p ecialist (specify) ] Other (specify) 



Prescriber: 

^ — • Name: 

\\ZZ ^Address: 



{1 13 ./Telephone: (_ 

1 1 LA 1 ^ Fax Number: ( ) 

1 1 25 J^L^ Office Contact Person to answer 
-^questions: 



. III. PRESCRIBER REQUEST: Request coverage for or increased quantity of: 



Name of 

drug: 

Strength of 
drug: 

Form of drug (e.g. tablet, injectable, nasal spray, topical, 
etc.): 

Requested frequency of drug: [nonce/day] [Hwice/day] [a hree times/day] 

[ [Tour times/day] [Donee/week] [Gonce/month] [Q> t her (specify) 

] 



Anticipated length of therapy: 

(Number of days/weeks/months) 



_days weeks months 

_maintenance other (specify) 



»f\c* fi 8 a 
diagnosis for which this drug is indicaWT (no codes): 



Pertinent co-morbid diagnoses (no codes): 1. 2. 

Pertinent drugs member is currently taking: 

1. 2. 3. 



Page 2 



Alternative drugs 
which failed 


PL currently on 
med? (Y/N) 


Reason(s) for failure 


1. 




1. 


2. 




2. 


3. 




3. 



In the space provided below, please indicate any other information relevant to this 
patient that indicates the efficacy of the requested product for the condition in 
question (i.e. lab data, clinical outcomes, patient symptoms, etc.). Please refer to the 
guidelines for additional information. 



IV. DRUGS WITH ADDITIONAL INFORMATION REQUIRED: 
Lamisil (tablets) /Sporanox (capsules) (check all that apply) 

*Sporanox is not preferred and will be authorized in special circumstances only. 

Limited to nail surface YES NO DP aronychia QPe ripheral Vascular Disease 
□ Systemic Fungus (specify): □ m mune Deficiency (specify): 

Injectable Drugs for Multiple Sclerosis (check applicable box below) 
*En close letter or consult note from Neurologist* - REQUIRED 

□ Relapsing-Remitting MS □ S econdary-Progressive MS 



□ Primary-Progressive MS 


□ Progressive-Relapsing MS 


Anti-Obesity Medications 




Height (in.) in stocking feet 


Weight (lbs.) in exam 


gown BMI 




PRESCRIBER SIGNTURE: 


DATE: 


(REQUIRED) 



SEND OR FAX COMPLETED FORM TO: Tufts Health Plan/Policy 
Department 



Amarex Insurance Verification Request 



Patient's First Name: I 

Patie nt's L a st N a me: f~~ ~~~ 

ss#: r - r~-i . 

Date of B irth: l Januar y il P~3 l 2000 d 
Address: [ " 



City: I State: 
Work Telephone: ( 1 \ ) I ' 
Home Telephone: ( 1 ) 1 



Primary Insurance (1): ) _ . . 

Does this plan include a prescription drug card ben efit? r Yes r No 

First Name of Insured: 1 . , . 

Last Name of Insured: 1 " " ~ r . : ~ 3 ' T . , _ 

Relationship to Pati ent: l Relative . . . 15 

Insur ance Address: f~ " " 

City: r~ ^^_^^|- ----- ■■■ 

Policy Number: 1 , ^ Z . ^ . . 

Group Number: J ~~~ """" "Z-Z 
Insurance Pho ne: ( 1 ) F~ - 1 
Plan Number: I 



Type : r Medicare r Medicaid r Indemnity 

r PPO r HMO r Ca pitated 

r Other, please specify: I 



Secondary Insurance (2): I 

Does this plan include a prescription drug card ben efit? r Yes r No 

First Name of Insured: 1 

Last Name of Insured: 1 ~ 

Relationship to Pati ent: l Relatlve A 

Insur ance Address: f~~ 

City . ( ~ ST . [ ^ ZIp . | 



Policy Number: 

Group Number: I 
Insurance Pho ne: ( F 
Plan Number: I " 
Name of Employer: f 



Type : r Medicare r Medicaid r Indemnity 

r PPO r HMO r C apitated 

r Other, please specify L~ ~Z~~~ ~~~~ 



138 m 



Physician's First Name: 1 
Physician's Last Na me: f 

Medicare Provider #: 1 
BC/BS Provider*: I 
Name of Clinic/Hospital:! 
Addr ess: 1 , . 
City: F ~ 
Teleph one: ( 
FAX: ( 1 . _. ) 
Name of billing contact: 
Telephone (if different): ( 




Diagnosis: I^CLC f 

Dose & Description of Frequency and Duration/Reg imen: 

Method of Administration: r SQ r IV infusion r Pump r Other I 

Where will patient receive Amarex therapy?: r Physician Office r Hospital Inpatient r 

Hospital Outpatient 

Treatment Start/End Date : L Januap y M HH \ 2000 z! 



Submit 1 Reset 



Product Shipment Authorization 



PRN# I 

Refer Questions to (enter reimbursement consultant's name): 1 
Physician Name: 1 



Physician's E-mail Address: I. - — _ 

DEA Number: I 

District Budget: I 

Patient Name: I 

Item Number (pick one): 

r amarixene 400mg, ea; ND C 0002-8701-01 ; Drug Company's Item Number ZA8701 
Number of Vials: E 

r amarixene 800mg, ea; ND C 00002-8702-01; Drug Company's Item Number ZA8702 
Number of Vials: I ™~ 



Scheduled administration Date: j mm / dd// ^ / '^'' 
Shipping Address: I ~Z~" 



City: L . State: ZIP:! 

Shipping Telephone: ( f ) 1 



Submit I Reset 
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Patient Assistance Program Application ~f 

Welcome to the application process for the company's Patient Assistance Program. The drug 
company has designed the Patient Assistance Program to help patients receiving outpatient 
therapy who may not otherwise have access to the drug company's products and who meet the 
program's criteria. 

Please enter the information below as requested and click on the "submit" button. Additional 
directions will follow. If you have any questions, feel free to call l-888-4Amarex. 

We will review the completed application and notify you of the patient's eligibility within two 
business days of receipt. 

Please click here for full prescribing information. 



Patient Information 



Patient's First Name: 



Patient's Last Name: 



Social Security Number: 





Date of Birth: ! Januar V zl P~3 I 2000 J 



Address: 



City:[ 
State: 



Zip Code: f 



US Citizen? r Yes r No 



Legal Alien? r Yes r No 



Dosage and Prescribing Information (Complete for one cycle) 



Drug Company's Product Name: 



Diagnosis: 1 NSCLC 



Dosage: 



Patient Size: i 

mg/Infusion: f~ 

Number of Weeks in Cycle: \ 



m2 
mg 



Insurance Information 

(check all that apply) 





Has Benefits 


Application 
Pending 


Not Eligible 


! Has Not 
j! Applied 


Medicaid 


r 


r 


r 


: r ; 


Other State Medical 
Assistance 


r 


r 


r 


" r ! 


Medicare 


c 


r 


r 


1 r 


[Private Insurance 


r 


r 


r 


r 


Employer Insurance 


r 


r 


r 


; r 


Federal (FEHB, VA, 
CHAMPUS) 


r 


r 


r 


i! 


lOther: 


c 


r 


r 


I r 


1 



Insurance Company Name: 1... 
Address Line 1 : \ Z Z IZZ- 
Address Line 2: 1 ~~ 
City: I 

Telephone Number: ( 1 " ) [ 
Policyholder Name: i~ " 



State: [ 3 ZIP: I 



Patient Relationship to Policyholder: I 

Policy Number: I 

Group Number: I . " " 



Financial Information 



List Number in Patient's Household (Applicant & Dependents): 
Salary/Wages/Pension: $ 3 



Unemployment Compensation: $ 1 

Social Security/Supplemental/Disability: $ P 

Other (Alimony, Child Support, etc.) S I 

Gross Monthly Household Income: S I 

Non Covered Medical Expenses 

(Please list out-of-pocket medical expenses) 



Type I 

T yp e | -- - 

Type l 

Type 

Type! ~ $1 

Total Monthly Non Covered Medical Expenses: 3 



Provider Information 

Physician Name (include professional designation): I 
State or License or DEA Number: I I~ ~™Z~ 
Clinic or Hospital: i 



DEA Address: ! 



City: I State: I 3 ZIP Code: 1 

Application Contact: I 
Telephone: ( ! " ) ! ~* 



Fax:(l._ )) 



Submit Reset- 
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Zo 

Product Shipment Authorization 

PRN#I 



Refer Questions to (enter reimbursement consultant's name): 1 
Physician Name: \~ 



Physician's E-mail Address: 1 - _ 

DEA Number: I ' 

District Budget: I 

Patient Name: I 

Item Number (pick one): 

r amarixene 400mg, ea; ND C 0002-8701-01; Drug Company's Item Number ZA8701 
Number of Vials: 1 

r amarixene 800mg, ea; ND C 00002-8702-01; Drug Company's Item Number ZA8702 
Number of Vials: 1 



Scheduled administration Date: ^ nm ' /dd/ ' TfT/ . 
Shipping Address: I ,. . , . 



City: L " State: ZIP:! 

Shipping Telephone: ( 1 ) I - I 



Submit Reset 



r- 



